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 بِسْمِ اللَّهِ الزَّحْم َٰنِ الزَّحِيمِ

 

 } ي زْفَعِ اللَّهُ الَّذِين  آم نُوا مِنْكُمْ و الَّذِين  أُوتُوا الْعِلْم  د ر ج اتٍ  {

 

 صدق اللَّهُ العلي العظيم

  ( ١١) سورة المجادلة / اية 
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الإهداء 

 

إنى انحة إنى انهدوء إنى انعدل إنى الأيم 

 إنى يٍ كاٌ رفيق درتُا حتى وإٌ تعثرَا

 إنى انُىر انًحًدي إنى انشجاع انعهى

 إنى انحُاٌ انفاطًً إنى انثأر انحسيًُ

 إنى انحة انهاشًً إنى حايم عطر انجُح

 إنى َىر الله عهى الأرض إنى قائى آل محمد

 إنى حضرج جُاب انًىقر صاحة انزياٌ (

 

..سلاو عهيك 

 

 إنى أيً وأتً

 إَتاجً يا هى إلا ترتيتكى أٌ

ا .  أَتى وهثتًىًَ انقهى فشكر ِّ
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 شكر وتقدير

 

 تتوارئ كلمات الثناء خجلا تقديراً لعطائك

 ومجهوداتك التي كبرت وتسامت بفضل الله ثم بتعاونك

 جزيل الشكر والإمتنان لك  

 الاستاذة الدكتورة : رغد كامل سعدي

 العطاءهنيئا لنا بكْ وهنيئا لك  روعه 
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Abstract  

Theplacentaservesasanimportantmediumbetweenthemotherandthefetusfor

transmittingmetabolic,endocrine,andothervitalfunctions.Itisalsoavitalsource

of information about the intrauterine environment and may provide clues about

events culminating in adversepregnancyoutcomes. Inour studywewilldiscuss

theimpactofplacentallocationonadversepregnancyoutcomes. 

Patients and methods: Thisiscrosssectionaldescriptivestudy.Asampleof200

pregnantwomenwascollectedfromAl-batoolteachinghospitalintheperiodfrom

July 2022 to December 2022. The informations was collected through prepared

writtenquestionnairebydirect face toface interview.Thequestions included the

maternal age, gestational age, parity, gravida, incidence of preeclampsia, birth

weight,neonatalcareunitadmissionandetc. 

Results and conclusion:200womenwereenrolledinthisstudywithmeanageof

27 years . We found association between the placental location and adverse

pregnancyoutcomes(prematurity,lowbirthweightandSGAbabies). 

Keywords:placenta,placentallocation,pregnancyoutcomes. 
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Introduction  

The placenta serves as an importantmedium between themother and the

fetus for transmittingmetabolic, endocrine, andothervital functions. It is alsoa

vital source of information about the intrauterine environment andmay provide

clues about events culminating in adverse pregnancy outcomes. Previous reports

shown a correlation between placenta location, blood supply, and pregnancy

outcomes,withplacentarelateddisordersdocumentedasoneofthemajor causes

of maternal and perinatal morbidity andmortality. In spite of these reports, the

mechanismofplacental-relateddisordershasnotbeenfullyunderstood.However,

inadequatetrophoblasticinvasionfromabnormalplacentationhasbeenimplicated

insomeofthesecases[1]. 

Uterinebloodsupply isnotuniformlydistributed.Thesiteof implantation

and resultant location of the placenta within the uterus are likely important

determinantsofplacentalblood flowand thereforepregnancy success [2].There

has been extensive research on low placental implantation because of the

importanceofdetectingplacentaprevia.Onlyafewstudieshavebeenundertaken

onotheraspectsofplacentalpositionandpossibleimpactonpregnancyoutcome.

These studies reported that placental location might have implications for poor

pregnancyoutcomeincludingpretermbirth,smallforgestationalage(SGA),foetal

malposition, malpresentation and the development of pre-eclampsia. In theory,

lateralplacentallocationcouldcontributeahigherriskoffoetalintrauterinegrowth

retardation(IUGR)[3,4].Acase-control trialconductedintheUSArevealedthat

women with their placenta located in the fundus carry an increased risk of

prematureruptureofmembraneswithalltheconsequentialadversesequelae [5]. 

Placental tissue over or near the internal cervical os after 20 weeks of

pregnancy—a condition called placenta previa (PP)—is observed at a rate of
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approximately1in200–390pregnancies.Thisobstetriccomplicationisassociated

withhighrisksformaternalhemorrhageandemergencyperipartumhysterectomy

asalife-savingmeasure[6]. 

Among surviving infants, high rates of prematurity, high associated

morbidity,andlowbirthweighthavebeenreported[4].Severalstudieshavetried

to determine the potential risk factors contributing to the development of PP.

Multiparity, advanced maternal age, cigarette smoking, male sex of the fetus,

previous cesarean delivery, history of abortions or uterine surgical procedures, 

cocaine use, and PP in a previous pregnancy are some of these factors.

Nevertheless,theetiologyofPPremainsobscure[7,8]. 

During the course of clinical treatment of placenta previa, obstetricians

shouldbeawareofnotonlythetypesofplacentaprevia (completeandpartialor

marginal placenta previa) but also the position of placental attachment (e.g.,

anterioruterinewall,posteriorwall,whethertheplacentaoverlapsasurgicalscar

fromapreviouscaesareansection).Someresearchershavesuggestedthatcomplete

placentaprevia,whichischaracterizedbyplacentalattachmenttotheanteriorwall

coveringtheuterinescar,shouldbedefinedasperniciousplacentaprevia.Previous

studies have suggested that placenta previa is often a risk factor for placenta

accreta. Placenta accreta spectrum (PAS) is the latest term used to describe

placentaaccreta,increta,andpercreta[9]. 
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Aim of study 

To identify the relationship between placental location and the 

adverse pregnancy outcomes in women attending Al-Batool teaching 

hospital. 
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Patients and methods 

This iscrosssectionaldescriptivestudy.Asampleof200pregnantwomen

was collected fromAl-batool teaching hospital in the period from July 2022 to

February2023.Thestudyincludedwomenwithasingletonpregnancycomplicated

by1of4 typesofPlacental location:CompletePP(placentatotallycovering the

cervicalos),anterior location,posterior locationand low-lyingplacenta(placenta

locatednear the internalos,up to2cmaway).Placental locationwasdiagnosed

eitheratthetimeofdeliveryorafter20weeksofpregnancybybothclinicaland

ultrasound criteria (transabdominal and transvaginal approach). Women with

second trimester PP whose pregnancy ended in a termination before 

20weeksand thosewith amultiplepregnancywere excluded from theanalysis.

The informationswas collected throughpreparedwritten questionnaire by direct

face to face interview.The questions included thematernal age, gestational age,

parity, gravida, incidence of preeclampsia, birth weight, neonatal care unit

admissionandetc.theprivacyandconfidentialityofthepatientswerepreserved. 

Statisticalbackageofsocialsciences(SPSS)version25wasusedtoanalyze

thedata.Weexpressedthequalitativedatafrequenciesandthequantitativedataby

arithmeticmean and standarddeviation.Chi-square testwasused to identify the

associationbetweenthevariableswhenP<0.05consideredsignificant. 
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Results  

200womenwere enrolled in this survey.Theirmean agewas 27.11±7.34

years, their mean weight was 73.8±14.09 KG and their mean height was

163.15±32.72cm.theirplacentallocationisdemonstratedintable1. 

Table 1. Placental location 

 Frequency Percent% 

 Anterior wall 66 33.0 

Posterior wall 60 30.0 

Fundal 24 12.0 

low-lying placenta previa 39 19.5 

True placenta previa 11 5.5 

Total 200 100.0 

 

Theirparityandpreviouscesareansectionoperationsdemonstratedintable

2. 

 

Table 2. Parity * Number of C/S 

 

 

Number of C/S 

Total Zero  1.00 2.00 3.00 4.00 5.00 6.00 

Parity Primiparous 34 30 0 0 0 0 0 64 

Multiparous 17 24 50 23 14 7 1 136 

Total 51 54 50 23 14 7 1 200 

 

 

There was no association between the position of placenta and the risk of pre-

eclampsiaasintable3. 
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Table 3.   

  

Placental location 

Pre-eclampsia 

Total 

 

Yes No Significance  

 Anterior wall 5 61 66  

 

P= 0.625 
Posterior wall 4 56 60 

Fundal 1 23 24 

low-lying placenta previa 0 39 39 

True placenta previa 2 9  11 

Total 10 190 200 

 

 

Wefoundstrongassociationbetweentheplacentallocationandthematurity

ofthebabiesatdeliveryasintable4. 

 

Table 4.   

  

Placental location 

Maturity at 

delivery 

Total 

 

Term Preterm Significance  

 Anterior wall 53 13 66  

P < 0.001 Posterior wall 56 4 60 

Fundal 19 5 24 

low-lying placenta previa 15 24 39 

True placenta previa 7 4 11 

Total 150 50 200 
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Figure 1. association between placental location and maturity 

 

The mean birthweight was 2810.61±437.94 grams and there were strong

negativecorrelationbetweentheplacentallocationandthebirthweight(P<0.01). 

There were no association between the placental location and risk of

neonatalcareunitadmissionasintable5. 

Table 5 

Placental location 

Admission to NCU 

Total 

 

Yes No Significance 

 Anterior wall 20 46 66  

 

P = 0.138 

Posterior wall 17 43 60 

Fundal 10 14 24 

low-lying placenta previa 22 17 39 

True placenta previa 9 2 11 

Total 78 122 200 
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There were association between the size of the baby and the placental

locationasintable6. 

Table 6 

  

Placental location 

Small for gestational age 

Total 

 

Yes No Significance 

 

Anterior wall 12 54 66  

P < 0.001 Posterior wall 5 55 60 

Fundal 5 19 24 

low-lying placenta previa 28 11 39 

True placenta previa 8 3 11 

Total 58 142 200 

 

 

 

 

Figure 2. association between placental location and the size of the baby 
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Discussion  

The incidence of true PP in the present study was 2.0%, compared with 

anincidenceof0.4%–0.5%reportedintheliterature[10].However,therearealso

2 previous studies that reported incidences of 1.9% [11] and 1.3% [12]. Such

variation couldbe explainedbydifferences in thedefinitionofPP, the inclusion

criteriaused,andthedemographicsofthepopulationsbeingstudied[12].Thehigh

incidence of PP in the present study population could be explained by the high

number of referrals to the study hospital, which is a center for high risk

pregnancies. 

In our study, we found association between placental location and the

maturityof thebaby (P<0.001)which isconsistentwithother studiesonwomen

with placenta previa However, clinical courses widely vary with each patient.

Some patients necessitate preterm cesarean section and hysterectomy for life-

threateninghemorrhage,whereasothersundergoelectivecesareansectionatterm

withouthemorrhagiccomplication[13,14]. 

Wefoundstrongnegativecorrelationbetweentheplacentallocationandthe

birthweightandthisisconsistentwiththeFungetal[15]study. 

Thebabies in our study tend to small for the gestational age compared to

otherbabiesbornwithnormalplacentalocation(P<0.001)whichagreewiththe

findingsofRäisänenetal[16]whofoundthatplacentapreviawasnotariskfactor

for SGA in nulliparous women, but was associated with a two-fold increased

prevalence of SGA inmultiparouswomen.Of the increased prevalence of SGA

associatedwithplacentapreviainmultiparouswomen[16]. 

More vessels are involved in anterior placentation than in posterior

placentation;therefore,surgicalincisionsresultinginruptureofbloodvesselscan
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cause increased bleeding in the former case. Previous studies have found that

placentaprevia is associatedwithagreater riskofpostpartumhemorrhagewhen 

theplacentaislocatedontheanteriorwalloftheuterus[16]. 

Themainlimitationofthestudywasthelittlenumberofthesampleandthe

littlenumberofUSreportsabouttheplacentallocation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



16 
 

Conclusion  

We can consider the placental attachment site in placenta has a major 

influence on the pregnancy outcome. We should be aware of the potential for

postpartumhemorrhageincasesofplacentapreviawheretheplacentaisattached

to theanteriorwallof theuterus.Because theadverseoutcomesofpatientswith

placentapreviaaremainlyrelatedtotheamountofbleeding,uterinecontractions

should be inhibited to reduce antepartum hemorrhage and to prolong the

gestationalageofthefetus. 
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